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Safety-Belt Use and Motor-Vehicle—Related Injuries — 
Navajo Nation, 1988-1991 


Injuries are the second leading cause of death among American Indians and Alas- 
kan Natives; during 1986-1988, injuries accounted for 22% of all deaths (7). The risk 
for motor-vehicle-related injury deaths is nearly threefold higher among American In- 
dians and Alaskan Natives than among the total U.S. population (age-adjusted death 
rates: 57.5 per 100,000 versus 19.5 per 100,000) (7-3). For residents of many rural, 
western, Indian reservations, age-adjusted motor-vehicle—related death rates are sub- 
stantially higher; in particular, the rates for Navajos* are fivefold greater than for the 
total U.S. population (97.9 per 100,000 versus 19.5 per 100,000) (7) and almost three 
times the rate for all New Mexico residents (35.2 per 100,000) (4). To increase safety- 
belt use by front-seat occupants and thereby reduce motor-vehicle-related injuries, 
the Navajo Area Indian Health Service (IHS) Office of Environmental Health and Engi- 
neering, the Navajo Department of Highway Safety, and the Navajo Nation imple- 
mented a primary enforcement! safety-belt use law and educational campaign. This 
report summarizes results of their effort. 

The initial focus of the Navajo safety-belt campaign was to build support among 
tribal leaders for passage of a safety-belt use law’ for the Navajo Nation. In July 1988, 
the Navajo Nation enacted a primary enforcement safety-belt use law. The campaign 
then initiated an intensive public information program about the new law and the 
benefits of safety-belt use. Enforcement (i.e., issuing citations for nonuse of safety 
belts), the last major component of the campaign, was initiated by the Navajo Nation 


*The Navajo Nation is one of the largest American Indian tribes in the United States (estimated 
1990 population: 191,000) and territorially includes parts of Arizona, New Mexico, and Utah, 
with a land size comparable to the state of West Virginia. 

‘Primary enforcement of safety-belt use laws permit law enforcement officers to stop drivers 
for a safety-belt use violation alone, whereas secondary enforcement laws require that a vehicle 
must first be stopped for some other traffic violation. 

‘Federally recognized Indian tribes and their reservations are considered sovereign nations, 
where some state motor-vehicle codes such as mandatory occupant-restraint laws often do 
not apply. 
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Department of Law Enforcement in January 1990, with rigorous widespread enforce- 
ment in place by June 1990. 

in June 1988, trained IHS staff conducted baseline observational surveys of safety- 
belt use by front-seat occupants at sites throughout the Navajo Nation; the surveys 
continued on a monthly basis by IHS and Navajo Nation Department of Highway 
Safety staff and are ongoing. Safety-belt use in the Navajo Nation from 1983 through 
1987 was estimated from observational surveys conducted by IHS staff in 1985. Infor- 
mation on motor-vehicle-related injuries was obtained from an E-coded (/nternational 
Classification of Diseases, Ninth Revision, Clinical Modification, external cause-of- 
injury codes) hospital discharge data base maintained by the IHS. All American Indian 
residents of the Navajo Nation are eligible for medical care from the IHS. Only motor- 
vehicle-related traffic injuries involving either the driver or an occupant (E810-E819) 
were selected. 

From June 1988 through September 1991, the prevalence of safety-belt use on the 
Navajo Nation increased from 14% to 60% (Figure 1). In June 1988 before the law was 
passed, rates of safety-belt use were low for males and females (13.8% and 14.4%, 
respectively); sex-specific data for subsequent periods were not complete. During the 
baseline survey, a total of 6109 vehicles were observed; 58% of these were driven by 
males. Most (56%) vehicles were pickup trucks; 678 persons were observed riding in 
the back of pickup trucks. 


FIGURE 1. Comparison of percentage of safety-belt use* and hospital discharge rate’ 
for motor-vehicle-related injuries — Navajo Nation,’ 1983-1991 
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+ Projected data for 1983-1987 are based on a 1985 survey. 
«Per 100,000 Navajo Nation residents served by the Navajo Area Indian Health Service (IHS). 
qincludes all Navajo Nation residents of the Navajo reservation using IHS services. 
The Navajo Nation safety-belt law was passed in July 1988. 
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From 1988 through 1990, motor-vehicle-related injury hospitalization rates for 
Navajo Indians decreased 28.5%, from 196.3 per 100,000 to 140.3 per 100,000 (Fig- 
ure 1). During this period, rates for injury hospitalization decreased more for females 
than for males (46% versus 14%) (Table 1). 

Reported by: N Bill, MPH, G Buonviri, MPH, P Bohan, MS, Office of Environmental Health and 
Engineering, Navajo Area Indian Health Svc, Window Rock, Arizona. L Garnanez, Navajo Dept 
of Highway Safety, Navajo Div of Public Safety, Navajo Nation. Program Development and 
Implementation Br, National Center for Injury Prevention and Control, CDC. 

Editorial Note: Safety-belt use in the United States increased from 11% in 1982 to 59% 
in 1991, reflecting the passage and enforcement of mandatory safety-belt use legisla- 
tion (5). The National Highway Traffic Safety Administration estimates that among 
front-seat passenger-vehicle occupants aged >4 years safety-belt use prevented 4800 
deaths and 125,000 moderate to critical injuries in 1990 (6). The trends in this report 
suggest efforts to increase safety-belt use in targeted high-risk populations can de- 
crease the risk for motor-vehicle-related injuries. 

American Indians and Alaskan Natives are at increased risk for motor-vehicle— 
related deaths and injuries for at least three reasons. First, because many American 
Indians and Alaskan Natives live in rural areas, their access to advanced emergency 
medical care may be limited when a crash occurs, and as a consequence, treatment 
for injuries may be delayed. Second, American Indians and Alaskan Natives may 
travel more on isolated two-lane highways and ride unprotected (e.g., unrestrained) in 
the back of open pickup trucks (3), placing them at higher risk for injury if a crash 
occurs. Third, this population is younger than the total U.S. population (median age: 
23 years versus 30 years); young persons are at higher risk for injury because of risk- 
taking behaviors, such as drinking and driving and not wearing safety belts. Such risk 
factors also contributed to high death rates among Navajo residents: from 1986 to 
1988, the Navajo Nation had the second highest motor-vehicle-related death rate of all 
12 IHS geographic areas (7 ). In addition, because alcohol is not legally available in the 
Navajo Nation, those residents who drink may drive long distances while impaired. 

The findings in this report indicated that the decline in motor-vehicle-related injury 
rates was greater for Navajo females than males. Potential explanations for this differ- 
ence are that 1) more Navajo women than men may have begun wearing safety belts 
after the law was passed; 2) males may spend more time as motor-vehicle occupants 


TABLE 1. Motor-vehicle—related driver and occupant injuries* among Navajo Indians, 
by sex — Navajo Nation,t 1985-1990 





Males Females 
Year No. injured Injury rate’ No. injured Injury rate’ 
1985 192 237.6 120 139.9 
1986 224 269.7 145 164.4 
1987 210 246.0 145 160.0 
1988 193 219.9 162 173.9 
1989 172 190.7 131 136.8 
1990 175 188.9 93 94.5 


* International Classification of Diseases, Ninth Revision, Clinical Modification, codes E810-E819. 


"Includes all Navajo tribal members living on the Navajo reservation and using Indian Health 
Service (IHS) services. 











‘ Hospital discharges per 100,000 Navajo Nation residents served by the Navajo Area IHS. 
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than females; and 3) males who do not use safety-belts engage in risky driving behav- 
ior more often than males who do use safety belts (7 ). Special efforts may be needed 
to target high-risk behavior, such as impaired driving and riding unprotected in the 
back of pickup trucks. 

Although the decline in motor-vehicle-related injuries coincided temporally with 
increased safety-belt use in the Navajo Nation, a clear causal relation could not be 
established. Other factors that may have contributed include fewer persons driving 
while under the influence of alcohol, use of safer motor vehicles, corrections of road- 
way hazards, and occurrence of fewer crashes. 

The Navajo Nation safety-belt use law and campaign is an example of a successful 
comprehensive program to increase safety-belt use and reduce motor-vehicle-related 
injury. The strategy used by the Navajo Nation—integrating public education and strict 
enforcement of a safety-belt law—has been implemented with success elsewhere to 
increase safety-belt use (5). As of August 1992, 41 states have passed mandatory 
safety-belt use laws; only 13 of 510 American Indian tribes have implemented safety- 
belt use laws on federal reservations. The enactment and enforcement of a primary 
enforcement safety-belt use law for the Navajo Nation is assisting in reducing the dis- 
proportionate impact of motor-vehicle-related injury and death among the Navajo 
population. 
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Current Trends 





increased HIV/AIDS Mortality Among Residents Aged 25-44 Years — 
Baltimore, Maryland, 1987-1989 


From 1987 through 1989, overall mortality among Baltimore residents aged 
25-44 years increased from 380.7 deaths per 100,000 residents to 452.6 deaths per 
100,000, reflecting the substantial impact of human immunodeficiency virus (HIV) in- 
fection and acquired immunodeficiency syndrome (AIDS). To better characterize this 
increase in mortality, the Baltimore City Health Department analyzed information on 
death certificates from the Baltimore City Bureau of Vital Statistics for persons aged 





Vol. 41 / No. 38 MMWR 709 


HIV/AIDS Mortality — Continued 


25-44 years for 1987-1989. This report summarizes the analysis and characterizes HIV- 
infection/AIDS-related deaths among residents of Baltimore in this age group. 

Of the five leading causes of death in Baltimore, the increase was greatest for HIV 
infection/AIDS (international Classification of Diseases, Ninth Revision [\CD-9], codes 
042-044); the rate for persons aged 25-44 years more than doubled (Table 1). In 1989, 
mortality attributable to HIV infection/AIDS was more than three times the national 
rate; the impact was greatest among black* men, accounting for 15.5% of all deaths in 
this group. 

From 1987 through 1989, HIV-infection/AIDS-related deaths among black men more 
than doubled (Table 1). In 1987, HIV infection/AIDS was the third leading cause of 
death for this group (64.6 deaths per 100,000; n=40) but by 1988, had become the 
leading cause of death (114.9; n=73). In 1989, the death rate for this group increased to 
137.1 (n=90). HIV-infection/AIDS-related mortality among white men also increased: 
among this group, HIV-infection/AIDS-related mortality was the sixth leading cause of 
death in 1987 (19.9; n=9), but had become the leading cause of death in 1989 (65.3; 
n=29). 

In 1988, HIV infection/AIDS was the third leading cause of death (22.6 deaths per 
100,000; n=17) for black women (Table 1); by 1989, HIV infection/AIDS had become the 
second leading cause of death (34.9; n=27), surpassed only by heart disease. 

Reported by: TL McArdell, JJ Sweitzer, MS, JN Lewis, MD, A Cohen, JD, Preventive Medicine 
and Epidemiology, Baltimore City Health Dept. Div of HIV/AIDS, National Center for Infectious 
Diseases; Div of Sexually Transmitted Diseases and HIV Prevention and Office of the Director, 
National Center for Prevention Svcs, CDC. 

Editorial Note: The high HIV-infection/AIDS-related death rate for persons aged 25-44 
years in Baltimore reflects the increasing burden of disease associated with HIV infec- 
tion/AIDS in certain U.S. metropolitan areas. In San Francisco, Los Angeles, New York 
City, and Baltimore, HIV infection/AIDS has become the leading cause of death among 
young adult men, surpassing heart disease, cancer, and homicide (17 ). 


(Continued on page 715) 


*Numbers for racial/ethnic groups other than white and black were too small (less than 2% of 
the population) for use in this analysis. 


TABLE 1. Deaths and death rate* attributable to HIV infection/AIDS among persons 
aged 25-44 years, by year, sex, and racet — Baltimore, Maryland, 1987-1989 





1987 1988 1989 
Sex/Race t Rate No. Rate No. Rate 
Men 
Black 64.6 73 114.9 90 137.1 
White 19.9 16 35.6 29 65.3 
Women 


Black 5.4 17 22.6 27 34.9 
White _ 0 _ 1 2.3 








Total 53 23.6 106 46.7 63.8 


*Per 100,000 population. 


"Numbers for racial/ethnic groups other than white and black were too small (represent less 
than 2% of the population) for use in this analysis. 








September 25, 1992 


FIGURE |. Notifiable disease reports, comparison of 4-week totals ending Septem- 
ber 19, 1992, with historical data — United States 
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*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending September 19, 1992 (38th Week) 





com, a. 2... 3 





AIDS* 31,455 Measles: imported 114 
1 


Anthrax 
Botulism: Foodborne 13 Plague 
Infant Poliomyelitis, Paralytic' 
Other Psittacosis 
Brucellosis Rabies, human 
Cholera Syphilis, primary & secondary 
Congenital rubella syndrome Syphilis, congenital, age < 1 year! 
Diphtheria Tetanus 
Encephalitis, post-infectious 93 Toxic shock syndrome 
Gonorrhea 352,015 Trichinosis 
Haemophilus influenzae (invasive disease) 1,000 Tuberculosis 
Hansen Disease 111 Tularemia 
Leptospirosis 21 Typhoid fever 
Lyme Disease 5,320 Typhus fever, tickborne (RMSF) 357 


indigenous 














*Updated monthly; last update September 8, 1992. 

"Two cases of suspected poliomyelitis have been reported in 1992; 6 of the 9 suspected cases with onset in 1991 were confirmed 
and 5 of the 8 suspected cases with onset in 1990 were confirmed; all were vaccine associated. 

SReports through first quarter 1992. 
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TABLE Il. Cases of selected notifiable diseases, United States, weeks ending 
September 19, 1992, and September 21, 1991 (38th Week) 


Encephalitis Hepatitis (Viral), by type . 
AIDS* Pri Post-in- Gonorrhea A B — Po 











Reporting Area 





Cum. , \ Cum. Cum. Cum. Cum. | Cum. . Cum. 
1992 1992 1992 1991 1992 | 1992 1992 
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*Updated monthly; last update September 8, 1992. 
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TABLE li. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
September 19, 1992, and September 21, 1991 (38th Week) 

Measles (Rubeola) 

Reporting Area Malaria | indigenous imported* 

Sooe_| 1982 | Soap | 1992 | Sess ;_] r992 | Geez | 1992 | Sess] Soon | 1982 | Sear | Som 


UNITED STATES 669 at 1,882 5 114 b 16 1,855 1605 1,919 
NEW ENGLAND 5 13 1 161 238 
. ° 4 . - 11 49 
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TABLE ll. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
September 19, 1992, and September 21, 1991 (38th Week) 





Ss Toxic- . Typhus Fever 
(Primary 4 Secondary) Shock Tula- bay (Tick-borne) aie, 
Reporting Area Syndrome veunans (RMSF) 
Cum. Cum. Cum. Cum. Cum. Cum. 
1992 1991 1992 1992 1992 1992 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
September 19, 1992 (38th Week) 





All Causes, By Age (Years) 
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“Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
included 


*Pneumonia and influenza 

SBecause of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks. 

‘Total includes unknown ages 

U: Unavailable 
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In 1989, HIV infection/AIDS was the second leading cause of death for men and the 
sixth leading cause of death for women aged 25-44 years in the United States (2). In 
comparison, in 1989 in Baltimore, HIV-infection/AIDS-related mortality among persons 
aged 25-44 years was more than twice the national average for white men and three 
times the national average for black men. The increase of HIV-infection/AIDS-related 
mortality among blacks reflects the disproportionate representation of minorities in 
urban communities with a high incidence of HIV infection. The findings in this report 
also are consistent with national trends that indicate HIV infection/AIDS is becoming a 
leading cause of death among young women. For example, in New York City, HIV in- 
fection/AIDS is now the leading cause of death among women aged 25-44 years (3). 

In Baltimore and other metropolitan areas, the reduction of new HIV infections will 
require the cooperative efforts of public and private organizations in providing 1) pub- 
lic information about HIV infection/AIDS; 2) HIV health education and risk-reduction 
initiatives; 3) HIV counseling, testing, referral, and partner-notification services; and 
4) HIV early intervention services. For example, the Baltimore community used the 
HIV-infection/AIDS-related mortality data at city health conferences and seminars to 
train health professionals to work with subpopulations within the metropolitan area 
through the development of 1) a “grass roots” HIV-infection prevention campaign for 
persons with high-risk behaviors and 2) a needle clean-up program within neighbor- 
hoods with high levels of HIV infection. 
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Elevated Blood Lead Levels in Adults — United States, 
Second Quarter, 1992 


In the United States, more than 95% of elevated blood lead levels (BLLs) in adults 
result from workplace exposure (7). Beginning with this issue of MMWR, CDC’s 
National Institute for Occupational Safety and Health (NIOSH) will report on a quar- 
terly basis summary results of state-based surveillance programs for elevated BLLs 
(225 g/dL) among adults (Table 1). In addition to the 18 states with blood lead surveil- 
lance programs previously reported (2), three other states maintain such activities, 
including Arizona (physician reporting of BLLs >25 g/dL, all ages), Florida (laboratory 
reporting of BLLs 210 pg/dL, all ages), and Nebraska (laboratory reporting of BLLs 
210 g/dL, all ages). 

Of the 21 states, 12 currently maintain the data-entry and analytic capability neces- 
sary to provide quarterly reports. In 1992, NIOSH will assist the other states in 
standardizing reporting fields and in providing for timely analysis of their data. 


Reported by: B Harrell, MPA, Div of Epidemiology; CH Woernle, MD, State Epidemiologist, 
Alabama Dept of Public Health. A Osorio, MD, Occupational Health Surveillance and Evaluation 
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Blood Lead Levels — Continued 


Program, California Dept of Health Svcs. N Tolentino, MPH, Connecticut State Dept of Health 
Svcs. M Lehnherr, Occupational Disease Registry; H Howe, PhD, Div of Epidemiologic Studies, 
Iilinois Dept of Public Health. K Choquette, MS, R Currier, DVM, State Epidemiologist, lowa Dept 
of Public Health. E Coe, MPH, Health Registries Div, Maryland Dept of the Environment. R Rabin, 
MSPH, Div of Occupational Hygiene, Massachusetts Dept of Labor and Industries. B Gerwel, 
MD, Occupational Disease Prevention Program, New Jersey State Dept of Health. R Stone, PhD, 
New York State Dept of Health. M Barnett, MS, JE Gordon, PhD, Environmental Epidemiologist, 
State Health Div, Oregon Dept of Human Resources. T Willis, DM Perrotta, PhD, Environmental 
Epidemiologist, Texas Dept of Health. L Hanrahan, MS, Wisconsin Dept of Health and Social 
Svcs. Div of Surveillance, Hazard Evaluations, and Field Studies, National Institute for Occupa- 
tional Safety and Health, CDC. 


TABLE 1. Reports of elevated blood lead levels (BLLs) in adults — 12 states,* second 
quarter, 1992 


Reported BLL 
(ug/dL) Second quarter, 1992 Cumulative, 1992 Cumulative, 1991* 
25-39 2861 6336 
40-49 632 1536 
50-59 159 380 
260 105 191 
Total 3757 8443 











* Alabama, California, Connecticut, Illinois, lowa, Maryland, Massachusetts, New Jersey, New 
York, Oregon, Texas, and Wisconsin. 


"Data stratified by BLL not available for 1991. Cumulative through second quarter 1991. 
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Notices to Readers 





Announcement of Meeting on Tuberculosis Prevention 
in Health-Care Facilities 


CDC will sponsor a meeting, “Issues in Preventing Tuberculosis Transmission in 
Health-Care Facilities,” October 22-23, 1992, in Atlanta. The goal of the meeting is to 
review and assess the need to revise CDC guidelines for reducing the risk for tubercu- 
losis (TB) transmission in health-care settings (7 ). 

The meeting will bring together experts in TB prevention and control, nosocomial 
infection prevention, biosafety, and occupational safety and health, as well as repre- 
sentatives of labor, medical, hospital, and administration organizations. Topics will 
include patient management; TB isolation precautions; engineering controls, such as 
ventilation and ultraviolet irradiation; health-care worker TB screening; and personal 
respiratory protection, including discussion of recent recommendations by CDC’s Na- 
tional Institute for Occupational Safety and Health (2). 
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Notices to Readers — Continued 


There is no registration fee. Additional information and a preliminary agenda are 
available from CDC's Division of Tuberculosis Elimination, National Center for Preven- 
tion Services, 1600 Clifton Road, NE, Mailstop E-10, Atlanta, GA 30333; telephone (404) 
639-2501; fax (404) 639-1450. 


References 


1. CDC. Guidelines for preventing the transmission of tuberculosis in health-care settings, with 
special focus on HIV-related issues. MMWR 1990;39(no. RR-17). 

2. NIOSH. NIOSH recommended guidelines for personal respiratory protection of workers in 
health-care facilities potentially exposed to tuberculosis. Atlanta: US Department of Health and 
Human Services, Public Health Service, CDC, September 14, 1992. 


international Course in Surveillance and Applied Epidemiology 
for HIV Infection and AIDS 


CDC, the Emory University School of Public Health, the Fogarty International Center 
of the National Institutes of Health, the Global Program on AIDS of the World Health 
Organization, the Pan American Health Organization, and the U.S. Agency for Inter- 
national Development will cosponsor the third International Course in Surveillance 
and Applied Epidemiology for HIV and AIDS September 13-October 1, 1993, at CDC. 
The course is designed for public health officials from developing countries who are 
responsible for monitoring HIV infection and AIDS in their countries. Participants will 
learn basic skills in surveillance, epidemiology, and the development of prevention 
strategies for HIV infection and AIDS. 

The course will be conducted in English. There is a tuition fee. The deadline for 
application is December 30, 1992. Additional information is available from PACE Enter- 
prises, Inc., Attention: Yvonne Chrimes, 17 Executive Park Drive, Suite 200, Atlanta, GA 
30329; telephone (404) 633-8610; fax (404) 633-8745; or Telex 54957 CDCATL (Atten- 
tion: NCID, DHA, E-50). 
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Quarterly Table Reporting Alcohol Involvement 
in Fatal Motor-Vehicle Crashes 


The following table reports alcohol involvement in fatal motor-vehicle crashes in 
the United States for July-September 1991. This table, published quarterly in MMWR, 
focuses attention on the impact of alcohol use on highway safety. 

A fatal crash is considered alcohol-related by the National Highway Traffic Safety 
Administration (NHTSA) if either a driver or nonoccupant (e.g., pedestrian) had a 
blood alcohol concentration (BAC) of 20.01 g/dL in a police-reported traffic crash. 
Those with a BAC 20.10 g/dL (the legal level of intoxication in most states) are consid- 
ered intoxicated. Because BAC levels are not available for all persons in fatal crashes, 
NHTSA estimates the number of alcohol-related traffic fatalities based on a discrimi- 
nant analysis of information from all cases for which driver or nonoccupant BAC data 
are available. There may be seasonal trends associated with these data. 


Estimated number and percentage of total traffic fatalities* and drivers involved in 


fatal crashes, by age and blood alcohoi concentration (BAC) level — United States, 
July-September 1991 





Fatalities by BAC 
No. BAC = 0.00 0.01% < BAC < 0.09% BAC > 0.10% 

Age (yrs) fatalities® No. (%) No. (%) No. (%) 
0-14 848 650 (76.6) 67 ( 7.9) 132 (15.5) 
15-20 1,948 1,047 (53.8) 252 (12.9) 648 (33.3) 
21-24 1,432 479 (33.4) 192 (13.4) 761 (53.1) 
25-34 2,560 879 (34.3) 262 (16.2) 1,419 (55.4) 
35-64 3,371 1,675 (49.7) 266 ( 7.9) 1,430 (42.4) 
>65 1,622 1,309 (80.7) 112 ( 6.9) 200 (12.4) 











Total 11,781 6,039 (51.3) 1151 ( 9.8) 4,590 (39.0) 





Drivers! by BAC** 
No. BAC = 0.00 0.01% < BAC < 0.09% BAC > 0.10% 

Age (yrs) drivers‘ No. (%) No. (%) No. (%) 
o-14"' 49 (89.4) 5 ( 9.2) 1 ( 1.4) 
15-20 ; 1,679 (70.5) 226 ( 9.5) 478 (20.0) 
21-24 f 1,026 (52.2) 225 (11.5) 704 (36.0) 
25-34 ‘ 2,390 (59.2) 336 ( 8.3) 1,309 (32.5) 
35-64 J 3,710 (73.0) 263 ( 5.2) 1,107 (21.8) 
>65 r 1,303 (90.0) 58 ( 4.0) 87 ( 6.0) 


Total 14,955 10,157 (67.9) 1,113 ( 7.4) 3,686 (24.6) 














* Fatalities include all occupants and nonoccupants who died within 30 days of a motor vehicle 
,crash on a public roadway. 
BAC distributions are estimates for drivers and nonoccupants involved in fatal crashes. 
Numbers of fatalities are rounded to the nearest whole number. 
includes only those for whom age is known. 
‘Driver may or may not have been killed. 
**BAC distributions are estimates for drivers involved in fatal crashes. Numbers of drivers are 
rounded to the nearest whole number. 


" Aithough usually too young to legally drive, persons in this age group are included for 
completeness of the data set. 


Source: Fatal Accident Reporting System, National Highway Traffic Safety Administration. 
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Erratum: Vol. 41, No. 37 
In the article “Rapid Health Needs Assessment Following Hurricane Andrew— 
Florida and Louisiana, 1992,” on page 687 in Table 2 the first item under the column 
heading “Household characteristic” should read “Unable to access medical services.” 
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